myxochondroma involving the sacrum and lumbar vertebra. Chondromatous tumours are encapsulated, slow-growing, lobulated, and shell out. quite easily, as in Case 3 when 1260 g of tumour was enucleated. Chondromas are thought to arise from precartilaginous cellschondrocyteswhich are embedded in an acellular matrix. Histological recognition of malignancy can be difficult and although the tumours rarely metastasize they are frequently recurrent and locally aggressive.
Our patient had undergone a normal full-term delivery four years before surgery and it is likely that the tumour was either not present at the time of delivery or else was of small size. The initial symptoms were probably due to sacral root pain and the patient seemed willing to bear this until symptoms of rectal and bladder obstruction supervened. Surgical enucleation relieved the rectal obstruction but micturition only partially improved. The excretion urogram after surgery showed a neuropathic bladder with reflux and although the neuropathic element may have been present before surgery this was not demonstrated in the presence of the organic obstruction. Even though the tumour was fully removed the prognosis remains guarded. Stout & Murray (1942) first described a rare vascular tumour to which they gave the name hoemangiopericytoma. Spiro et, al. (1964) in a review of the English literature found 12 pelvic (extrauterine) h2emangiopericytomas and Douglas et al. (1966) published a further such case. The firm encapsulated tumours which can occur almost anywhere in the body are usually traversed by coarse trabeculk of fibrous tissue and show areas of hemorrhage and necrosis. Microscopically, the tumour shows numerous capillaries and blood sinuses surrounded by small spindle cells called pericytes by Zimmermann (1923) . The zone of hyalinized collagen immediately surrounding some of the vessels is characteristic ( Fig 5) . A haemangiopericytoma is a highly malignant tumour over a lifetime with a recurrence rate of 52.5% (Backwinkel & Diddams 1970) . In our patient the symptoms of colicky abdominal pain and constipation due to the obstructed rectum and the symptoms of frequency and a poor stream due to the obstructed bladder did not develop until the tumour had reached a large size. So marked was the bladder distortion (Fig 4) caused by the tumour that it was not possible to instrument the posterior urethra and yet the onset of acute retention was a late feature. Following surgical extirpation, which was characterized by a good deal of bleeding, the obstructive symptoms disappeared. The Priapism, or persistent penile erection without sexual excitation, is an uncommon condition which if unrelieved leads to penile fibrosis and impotence. Mechanical, neurogenic and idiopathic causes have a common effect in producing obstruction to the venous outflow from the corpora cavernosa. This obstruction can be most effectively relieved by bypassing the thrombosed veins of the cavernosa by either corporosaphenous bypass or cavernospongiosum shunt (Grayhack et al. 1964 , Quackels 1964 . This paper deals with 5 men aged between 21 and 62 years in whom corporosaphenous bypasses were made, one of whom developed recurrent attacks of priapism.
The first man developed priapism during a relapse of chronic myeloid leuklemia. The second man, aged 62 years, had been treated with guanethidine for hypertension. The third man presented with spontaneous idiopathic priapism and acute retention. The last 2 men were on heparin anticoagulation therapy and home hfemodialysis when they developed priapism. The first 2 men received bilateral corporosaphenous bypasses after 24 and 60 hours of priapism respectively. The remainder received unilateral corporosaphenous shunts after 18, 19 and 30 hours of priapism, and appeared to have adequate decompression of both cavernosa. All these patients experienced considerable relief of pain, discomfort and swelling immediately the operation was performed,and subsequently returned to sexual intercourse 1-4 months following operation; the longest follow up has been 3 years. One patient developed a transitory recurrence after 2 months, and a severe recurrence after 9 months. The second recurrence was treated by a cavernospongiosum shunt (Quackels 1964) . The penis returned to its normal size immediately with considerable relief of symptoms, and at the time of this paper, 2 months after the operation, erections approximately half their normal size were returning.
The irreversible changes associated with penile fibrosis can be avoided by prompt surgical relief of the obstruction. Erection can return when the venous channels recannulate and the superfluous bypass thromboses. If necessary the saphenous bypass can be tied off later, but in these 5 patients this was unnecessary as normal erection returned spontaneously.
Second or recurrent attacks of priapism will exhaust the supply of long saphenous or other thigh veins, and in these cases cavernospongiosum shunts are advised, although the reported longterm functional results are not very good (Sacher et al. 1972 ). These 5 cases illustrate the effectiveness of corporosaphenous shunt even after 60 hours of priapism.
Our conclusions from this study and a review of the literature are that: (1) no time should be wasted in conservative measures if the priapism has persisted for longer than 8 hours; (2) for first presentation cases unilateral corporosaphenous bypass is indicated and for recurrent priapism cavernospongiosum shunt is advised; (3) the procedure can be safely performed by a surgeon unused to regular vascular surgical practice; (4) the permanently destructive process of corpora cavernosa thrombosis can be avoided and erections preserved.
